If a laxative is to be given regularly it must work like a charm and without side-effects; but this seldom happens. Furthermore there is a widespread resistance to giving laxatives, (a) because the parents believe the bowel to be abnormal and that purgation may do harm, (b) because of the fear of establishing a lifelong dependence, and (c) for fear of catastrophic incontinence while at school or on the way home. So the mothers do not give these medicines, though they may say they do, whether as a fixed dose daily or doubling up, like a stake on the roulette table, as they are sometimes instructed to do.
On the other hand, when the school child is at home, as in the holidays or at weekends, his familiar lavatory is at hand (not the hated school toilets) and a stool softener such as lactulose (Duphalac) for two days, followed by a laxative, can safely be given. The weekly laxative has long been condemned as unnecessary and harmful and for the normal child it is. But for the encopretic school child, if laxatives are used at all, the weekend is the best time, because the child feels safe, and can observe himself better and the products; so can his parents until eventually he resumes responsibility for his own bowels.
The Practical Approach to the Problem ofEncopresis (1) Allow yourself a year. This immediately diminishes the pressure in oneself to do something, or hasten to get rid of the symptom by mechanical or other means.
(2) Persuade the parents also that it may take a year, as with the first achievement of bowel continence normally. To this end book several follow-up appointments in advance.
(3) Deal effectively with parents' fears of an organic disorder, an obstruction, or harm to health due to not eliminating regularly. Come back to this at some time in every interview. (4) Prevent pelvic impaction of fvces or excessively painful deftcation by intermittent use of stool softener and aperient. Treatment of Encopresis Diagnosis in psychological, as in physical, illness should precede treatment. Diagnosis implies an understanding of the reasons for the symptoms. An advantage of psychological diagnosis is that, as the doctor comes to an understanding of the reasons for an illness, this very understanding, when shared with patients, may be therapeutic. Diagnosis develops and changes and is elaborated as the relationship with the patient develops. Diagnosis as well as treatment takes time. I do not mean just within the time of the initial consultation; this type of patient needs to be seen regularly, though not necessarily at length, and the understanding of the doctor and his patient can grow during the gaps as well as during the actual treatment.
Psychological symptoms are a particular form of communication, a form of psychological language just as the play of the child is a form of language; like play, symptoms are a symbolic and often unconscious language. It is important to stress this communication aspect of symptoms because doctors tend to feel that symptoms should be eliminated and find it difficult to think of them as of value. In organic disease we have becomne used to the idea of anginal pain as a kind of protective commtinication. It is unfortunate, though not without meaning, that symptoms in encopresis are inconvenient and messy, a source of distress to the patient, the family and the doctor. Instead we should be grateful to the symptom, for by it a child conveys his distress, and may lead us to an understanding of the underlying reasons.
For example, constipation is to do with holding on and many of the 'unconscious fantasies of a constipated child are to do not only with the control and holding on of feces, but also with control, holding on and giving up in general.
When a child is faced with the loss of a parent or with separation from parents, the development of constipation may be to do with his wish to hold on to the parents, unconsciously and symbolically to control them; and soiling can be to do with the anger associated with loss and the fear of not being in control.
If when living with a messy child parents feel angry, upset and helpless, the child will have succeeded in conveying some of his feelings to his parents. And if in the management of an encopretic child the doctor, like the parents, feels angry and helpless, the child will have succeeded in helping his doctor to understand how he feels. Doctors need to understand, tolerate and thereby hold these feelings provoked in them by the family.
The doctor's holding of a family by his being able to tolerate their anxieties and the anxiety they cause in him is of crucial-importance. Encopresis is associated with anxiety; anxiety about guilt, about shame and about loss of control; about curiosity, love and hate. These intense anxieties may be contained by the doctor with the help of his understanding; and if the doctor can contain the anxiety even when he does not fully understand the reasons for the anxiety, then his patient will feel held. This holding of a patient and his family is facilitated in an on-going relationship; this important continuity of care is difficult to provide in a hospital setting, but is necessary for the proper care of these patients.
Emotional development takes time. The family and the doctor need time to work out an understanding of their difficulties. Meanwhile, symptoms may persist. I want to encourage the toleration and understanding of psychological symptoms, to forsake the naturally strong wish to remove symptoms and in this way to help contain our patients' anxieties. A setting will then be provided for self-healing as well as healing through the uhderstanding of the physician.
Dr Hugh Jolly (Charing Cross Hospital (Fulham), Fulham Palace Road, London W6 8RF)
A Piediatrician's Views on the Management of Encopresis Some authorities use the term 'encopresis' to describe psychogenic incontinence only. However, Dorland's Medical Dictionary defines the term as meaning incontinence of feces not due to organic defect or illness, without specifying a psychogenic cause. I shall use the term in this sense.
In my experience the majority of children who soil are suffering from chronic constipation with secondary fiecal incontinence. Relatively few children soil without being constipated and these are usually the more emotionally disturbed. I suspect that this group more often has associated enuresis. I believe that psychogenic factors operate in both groups of patients and I therefore disagree with the separation into psychogenic and mechanical groups described by Coekin & Gairdner (1960 , British MedicalJournal ii, 1175 . I no longer accept the views put across in my medical training, which conform to those of the general public regarding the symptoms caused by constipation and are so relished by the laxative manufacturers. I do not believe that constipation causes tiredness, headache, sleepless-ness, furred tongue or a poor colour. Nor do I believe that lack of exercise or lack of roughage causes constipation in normal children.
Moreover, constipation, in the absence of intestinal obstruction, is not a cause of acute abdominal pain. Nothing is more dangerous than to diagnose constipation as the cause of a child's abdominal pain and then to send him home with a laxative or suppository.
However, these are the symptoms which concern parents, leading them to continue dosing their children, since their parents brought them up to believe in the dangers of constipation and the need for a regular 'clean out'. The average parent is more worried by constipation than by diarrhoea, yet the latter is a far more serious symptom in young children; it is interesting to speculate on the reason for this view. Possibly the association of constipation with febrile illnesses, and a subsequent return to a normal bowel habit with recovery, led to the belief that it was the constipation which caused the illness. The very word constipation is often used inaccurately by mothers, especially in developing countries where it may be used to indicate the area of the body in which she believes the child's illness to reside.
Because a mother's childhood experiences influence the way she handles her child, many children are still fiercely pot-trained. The later refusal of the pot-trained child to use his pot once he develops his own volition is therefore understandable, particularly since he has now entered the usual negativistic phase of the normal toddler. This causes him to strain to hold on to stools, though the act is often mininterpreted by mothers who believe that their child is straining to have his bowels open. Most mothers can be helped to understand the true situation, particularly when it is pointed out that the child is straining while erect and often while holding on to furniture, whereas he would be squatting if he was trying to open his bowels. Some toddlers are so loath to lose the stool that they push it back when it is already half out.
Although abdominal pain is not a feature of chronic constipation the child certainly suffers emotional pain in his distress at not being able to hold on to his stools. This accounts for much of the irritability which occurs in the day or two before the inevitable bowel action and is often wrongly attributed by mothers to abdominal pain from straining to have the bowels open.
An anal fissure causes local pain and must be carefully excluded. I believe this condition to be less common than supposed and in the absence of anal spasm on gentle rectal examination it is most unlikely to be present.
Another manner in which the toddler exerts his negativistic tendencies through his bowels is
